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EMERGENCY MEDICAL SERVICES COMMISSION 
DATA ADVISORY COMMITTEE 

 
MEETING NOTICE 

 
Date & Time: Wednesday, February 8, 2017 10:00 A.M. 
Location: EMS Agency, First Floor Hearing Room 

10100 Pioneer Boulevard 
Santa Fe Springs, 90670-3736 

 
 
1. CALL TO ORDER AND INVITATION FOR PUBLIC COMMENT (Commissioner Sanossian) 
 
 
2. APPROVAL OF MINUTES:  August 10, 2016 

 

 

3. INTRODUCTIONS/ANNOUNCEMENTS 
  
 
4.   REPORTS & UPDATES 

 
4.1 TEMIS Update  
          4.1a. CF/CI Update 
4.2 Service Changes  
4.3 Data Verification 

   

5. UNFINISHED BUSINESS 
 

5.1 Agenda Items  
5.2 EMS Report Form/CEMSIS      

 
6. NEW BUSINESS  

 
6.1       2016 Annual Data Report 
6.2       Ambulance Patient Offload Time (APOT) 

 
 

7. NEXT MEETING:  April 12, 2017 
 
 
8. ADJOURNMENT 

 
 

 
 

Los Angeles County 
Board of Supervisors 

 

Hilda L. Solis 
First District 

 

Mark Ridley-Thomas 
Second District 

 

Sheila Kuehl 
Third District 

 

Janice Hahn 
Fourth District 

 

Kathryn Barger 
Fifth District 

 
 
 
 

Cathy Chidester 
Director 

 

Marianne Gausche-Hill, MD 
 Medical Director 

 

 
 
 
 

10100 Pioneer Blvd, Suite 200 
Santa Fe Springs, CA 90670 

 
Tel: (562) 347-1500 
Fax: (562) 941-5835 

 
 

 

 

To ensure timely, 

compassionate and quality 

emergency and disaster 

medical services. 
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EMERGENCY MEDICAL SERVICES COMMISSION 
DATA ADVISORY COMMITTEE 

  WEDNESDAY, February 8, 2017 
 
 
 

 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
1. CALL TO ORDER:  The meeting was called to order at 10:00 am by Commissioner Sanossian.  

 
2. APPROVAL OF MINUTES:  The minutes of the August 10, 2016 meeting were approved as written.   
 
3. INTRODUCTIONS/ANNOUNCEMENTS  

 

  LA County stroke data is being presented at the International Stroke Conference being held in Houston 
next month. 

 The annual EMSAAC conference will be held on May 9-10, 2017 at the Loews Coronado Bay Resort in 
Coronado. 

 
4. REPORTS AND UPDATES 

 
4.1. TEMIS Update  

 
Los Angeles County Fire (CF) Update:  Nicole Steeneken from CF reported that they are working 
with their vendor and anticipate being able to start sending data from their electronic patient care 
records (ePCR) in mid-March.   
 
Los Angeles Fire (CI) Update:  Al Flores from CI reported that their vendor is still unable to submit 
data due to a software issue.  The vendor is currently working on the issue, no ETA on when they 
will be able to submit their 2016 data. 

 
 
 
 

MEMBERSHIP / ATTENDANCE 
               MEMBERS                                   ORGANIZATION                  EMS AGENCY  

  Nerses Sanossian , Chair   
*    Paul Rodriguez, Vice Chair                                              
   John Hisserich 
   Colin Tudor 
 Matt Armstrong 
  Trevor Stonum 
* Gloria Guerra 
    * Alina Candal  
 Ryan Burgess 
     Nathan McNeil 
 Joanne Dolan   
     Don Gerety 
 Dan France 
     Sean Stokes  
 Nicole Steeneken 
    Victoria Hernandez 
 Al Flores 
      John Smith 
 VACANT 
     Marc Cohen 
*  Corey Rose   
    VACANT 
 Tchaka Shepherd 
    David Hanpeter 
*  Marilyn Cohen 
   * Gilda Cruz-Manglapus 

EMS Commissioner (MD) 
EMS Commissioner (CA State Firefighters’ Assoc.) 
EMS Commissioner (Community Member) 
EMS Commissioner (League of CA Cities) 
Ambulance Advisory Board (LACAA) 
Ambulance Advisory Board (alternate) 
Base Hospital Advisory Committee (BHAC) (RN) 
BHAC (alternate) 
Hospital Association of Southern California (HASC) 
HASC (alternate) 
Long Beach Fire Department (LBFD) (RN) 
LBFD (alternate) 
Los Angeles Area Fire Chiefs Association 
LA Area Fire Chiefs Association  (alternate) 
Los Angeles County Fire Department (LACoFD) 
LACoFD (alternate) 
Los Angeles Fire Department (LAFD) 
LAFD (alternate) 
Medical Council (MD) 
Medical Council  (alternate) 
Provider Agency Advisory Committee (PAAC) 
PAAC (alternate) 
Trauma Hospital Advisory Committee (THAC) (MD) 
THAC (MD) (alternate) 
THAC (RN)  
THAC (RN) (alternate) 

Nichole Bosson 
Christine Clare 
Michelle Williams 
Sara Rasnake 
Susan Mori 
Ashley Sanello 
 
 
 
 

               OTHERS 

 

   Present *Excused   Absent 
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4.2. Service Changes (Michelle Williams) 
 

Primary Stroke Centers (PSCs) 
Coast Plaza Doctors Hospital (CPM) became a PSC on September 12, 2016. 
LAC+USC (USC) became a PSC on February 1, 2017. 
 
Pediatric Medical Centers (PMCs) 
Valley Presbyterian Hospital (VPH) became a PMC on January 18, 2017. 
 
9-1-1 Receiving Facilities 
Gardens Regional Hospital and Medical Center, formerly known as Tri-Cities Hospital, stopped 
receiving 9-1-1 patients on January 18, 2017 and has now officially closed its doors. 
 
Private Providers 
Premier Medical Transport (PE) and Southern California Ambulance (SO) became approved 
providers on August 15, 2016. 
AmbuLife Ambulance, Inc. (AB), Star Medical Transportation, Inc. (ST), and Lifeline Ambulance 
(LE) became approved providers on October 18, 2016. 
CAL-MED Ambulance (CL) became an approved provider on November 1, 2016. 
Bowers Ambulance (BO) went out of business as of November 7, 2016. 
Impulse Ambulance (IA), Aegis Ambulance Service (AE), and AmeriPride Ambulance Services, Inc. 
(AD) relinquished their licenses and were bought by Ambulnz Health, Inc.(AZ) as of December 7, 
2016. 
Med-Life Ambulance Service, Inc. (ML) relinquished their license on February 1, 2017. 

  
4.3 Data Verification (Michelle Williams) 
 

Data verification reports for January-June 2016 were sent out to the nurse educators, paramedic 
coordinators, and QI coordinators of all the public providers, excluding LA City Fire, on January 10, 
2017.  Any discrepancies or questions should be directed to Michelle Williams.  

 
5. UNFINISHED BUSINESS   
 

5.1 Agenda Items (Michelle Williams) 
 

Suggestions for future agenda items were requested from the committee at the August 2016 Data 
Advisory Committee Meeting, committee has no suggestions at this time. 

 
5.2 EMS Report Form/CEMSIS (Michelle Williams) 
 

To accommodate the addition of the provider impression data field, the size of the County-issued 
EMS Report Form has increased from 8.5x11 to 8.5x14 inches.  All public providers either have 
electronic patient care records (ePCR) or are in the final stages of ePCR implementation so it is not 
anticipated that the increase in form size will cause any issues. 

 
6. NEW BUSINESS   

 
6.1. 2016 Annual Data Report  (Michelle Williams) 

 
The 2016 Annual Data Report was sent electronically to all committee members on September 29, 
2016.  Hard copies of the report are now available, members were encouraged to take copies back 
to their departments.  Suggestions for items for future annual reports were requested to be sent 
either to Richard Tadeo or Michelle Williams. 
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 6.2 Ambulance Patient Offload Time (APOT) (Christine Clare) 
 

The State EMS Commission approved standardized methods for the collection and reporting of 
ambulance patient offload time (APOT) on December 14, 2016.  APOT is defined as the time from 
when the providers arrive at the hospital with the patient to the time the patient is moved onto 
hospital equipment.  Hospital equipment includes a chair or gurney but does not apply to using the 
hospital’s vital sign machine to measure a patient’s vital signs.  All local EMS agencies will be 
reporting the data to the State with the goal of expediting patient offload and minimizing the 
amount of time providers spend at the hospital waiting for a bed for their patients.  The County 
added the ‘Fac Equip’ time field in July 2015 to assist with this measure.  Questions arose from the 
committee about what to do when hospital staff begin to render care to the patient while the 
patient is still on the provider’s gurney.  As defined in the APOT-2 measure, the end of the APOT 
interval is defined by the transferring the patient off the provider’s gurney to hospital equipment 
AND ED personnel assume care of the patient.  If the patient is receiving care from hospital staff 
while on the provider’s gurney, the APOT interval should continue until the patient is transferred off 
the provider’s gurney. 

 
OPEN DISCUSSION:  Ryan Burgess shared that the Emergency Department at Ronald Reagan UCLA Medical 
Center (UCL) started a rapid medical exam process approximately six weeks ago.  Preliminary data shows that 
UCL’s diversion of paramedic runs has decreased 30% and that the left without being seen average decreased 
from approximately 8 patients per day to 1 patient daily or every other day. 

 
7. NEXT MEETING:    April 12, 2017 at 10:00 a.m. (EMS Agency Hearing Room – First Floor). 

 
8. ADJOURNMENT:  The meeting was adjourned at 10:27 a.m. by Commissioner Sanossian. 



COUNTY OF LOS ANGELES 
EMERGENCY MEDICAL SERVICES COMMISSION 

10100 Pioneer Blvd, Suite 200  Santa Fe Springs, CA  90670 
(562) 347-1500    FAX (562) 941-5835 

 
 

EDUCATION ADVISORY COMMITTEE 
 
 

MEETING CANCELATION NOTICE 
 
 
 
DATE:  February 8, 2017 
 
TO:  Education Advisory Committee Members 
 
SUBJECT: CANCELATION OF MEETING 
 
Due to a lack of agenda items, the Education Advisory Committee meeting scheduled for 
February 15, 2017 is canceled. 
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County of Los Angeles                                                                                 

                     Department of Health Services 

 

              
                        EMERGENCY MEDICAL SERVICES COMMISSION 

 

PROVIDER AGENCY ADVISORY COMMITTEE 
 

MINUTES 
 

 

Wednesday, February 15, 2017 
 

 
MEMBERSHIP / ATTENDANCE 

 
MEMBERS     ORGANIZATION  EMS AGENCY STAFF PRESENT 

   Dave White, Chair  EMSC, Commissioner   Marianne Gausche-Hill, MD Richard Tadeo 
  Robert Ower, Vice-Chair  EMSC, Commissioner  Christine Clare Lucy Hickey 
  LAC Ambulance Association  EMSC, Commissioner  Cathlyn Jennings Susan Mori 
  LAC Police Chiefs’ Association  EMSC, Commissioner  Christy Preston Paula Rashi 
  Jodi Nevandro    Area A  John Telmos David Wells 
  Sean Stokes    Area A Alt (Rep to Med Council, Alt)  Michelle Williams Christine Zaiser 
  Nick Berkuta   Area B  Lorrie Perez Gary Watson 
  Clayton Kazan, MD  Area B, Alt. 

   Victoria Hernandez Area B Alt. (Rep to Med Council)  OTHER ATTENDEES 
  Ken Leasure   Area C     Drew Bernard  Emergency Ambulance 
  Susan Hayward  Area C, Alt    Luis Vazquez  AMR Ambulance 

   Jason Henderson                       Area E     Jacob Silva  So. Calif. Ambulance 
   Mike Beeghly  Area E, Alt.     Stacy Gerlich  LAFD 
   Josh Hogan     Area F     Kris Thomas Ambulnz Ambulance 

  Joanne Dolan  Area F, Alt.  R.J. Morrison FirstMed Ambulance 
  Mike Hansen  Area G (Rep to BHAC)   Nicole Steeneken LACoFD 
  Michael Murrey  Area G, Alt. (Rep to BHAC, Alt.)  Roger Braum Culver City FD 
  Ellsworth Fortman  Area H (Rep to DAC)  Micah Rivens LACo Lake Life Guard 
  Miguel Escobedo     Area H, Alt.    Kevin Millikan  Torrance FD 
  Adam Richards  Employed EMT-P Coordinator (LACAA) Tisha Hamilton AMR Ambulance 
  VACANT  Employed EMT-P Coordinator, Alt. (LACAA)      Patrick Powers Powers Mobile Healthcare 
  Jenny Van Slyke   Prehospital Care Coordinator (BHAC) Patrick Hernandez Cal-Med Ambulance 
  Alina Chandal  Prehospital Care Coordinator, Alt. (BHAC) Monica Bradley Culver City FD 
  Andrew Respicio  Public Sector Paramedic (LAAFCA)             Nanci Medina LACoFD 

 James Michael Public Sector Paramedic, Alt. (LAAFCA) David Konieczny McCormick Ambulance 
  Maurice Guillen Private Sector EMT-P (LACAA) Alfred Flores LAFD 

   Scott Buck Private Sector EMT-P, Alt. (LACAA)  
  Marc Eckstein, MD Provider Agency Medical Director (Med Council)  

 Stephen Shea, MD Provider Agency Medical Director, Alt. (Med Council)      
  Diane Baker     Private Sector Nurse Staffed Ambulance Program (LACAA)   
  Vacant Private Sector Nurse Staffed Ambulance Program, Alt (LACAA)  
    

 
LACAA – Los Angeles County Ambulance Association * LAAFCA – Los Angeles Area Fire Chiefs Association * BHAC – Base Hospital Advisory Committee * DAC – Data Advisory Committee 

    
   
 
  Quorum not met, therefore this meeting was conducted as Information Only. 
  
 
 
 
 CALL TO ORDER   
 
 Chair, Commissioner Robert Ower called meeting to order at 1:07 p.m. 

 
1. APPROVAL OF MINUTES   

 
Due to having no quorum, approval of the December 21, 2016 minutes are carried to the next 
Committee meeting.   
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2. INTRODUCTIONS / ANNOUNCEMENTS 
 

2.1 Sidewalk CPR 2017 (Susan Mori) 
 

National CPR Week is June 1-7, 2017.  The Los Angeles County EMS Agency, in collaboration 
with the American Heart Association, is coordinating a countywide Sidewalk “Hands-Only” CPR 
public education event on June 1, 2017.  All facilities and providers are encouraged to participate.  
Questions can be directed to Susan Mori at sumori@dhs.lacounty.gov / (562) 347-1681.  All 
registration material should be sent to Aracely Campos at acampos4@dhs.lacounty.gov. 

 
3. REPORTS & UPDATES 

 
3.1 EMS Update 2017 (Richard Tadeo & Marianne Gausche-Hill, MD) 

  
• There has been good representation from providers and base hospitals at the weekly 

planning meetings.  Currently, they are ahead of schedule on developing the training 
modules. 

• This year’s EMS Update topics will assist with the re-introduction of provider impressions.  
With all new protocols planned to be rolled out next year during EMS Update 2018. 

• Train-The-Trainer dates are scheduled for April 24 (1-4 pm) and April 27 (9am-12pm and 1-4 pm) 
• Deadline for EMS Update 2017 training will be July 31, 2017 and suspension letters will be 

mailed in mid-August 2017.   
 

3.2 Treatment Protocol Development (Richard Tadeo) 
 

• The EMS Agency is currently revising the current protocols to incorporate provider 
impression-based treatment protocols.  Once developed, the EMS Agency will ask outside 
provider agencies for their input. 

• Upon completion of this process, the EMS Agency will be asking a public provider agency to 
conduct a 6-8 month pilot of these new protocols.  

• Systemwide roll-out of the new protocols are planned during EMS Update 2018.  
 

4. UNFINISHED BUSINESS 
 

No unfinished business. 
   

5. NEW BUSINESS 
 

5.1 Reference No. 517, Private Provider Agency Transport/Response Guidelines (John Telmos) 
 

Policy reviewed.  However, due to no quorum this policy is held until the next Committee meeting. 
 

6. OPEN DISCUSSION:  
 

6.1 Newly Designated Trauma Center (Richard Tadeo) 
 

• Pomona Valley Hospital Medical Center (PVC) will be designated as a Level II Trauma 
Center beginning March 1, 2017, at 8:00 am. 

• An expansion of the trauma catchment area will be implemented in the near future. 
 

6.2 Gardens Regional Hospital and Medical Center (TRI) – Closure (Richard Tadeo) 
 

After recent hospital closure, the EMS Agency is in the process of conducting an impact 
evaluation report.  Preliminary results of this report shows minimal impact to the Los Angeles 
County EMS system.  The final impact report will be presented to the County Board of 
Supervisors which will then be filed with the California Department of Public Health.  Final 
impact evaluation report will be available upon request. 
 

mailto:sumori@dhs.lacounty.gov
mailto:acampos4@dhs.lacounty.gov
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6.3 2017 EMSAAC Conference (Robert Ower) 

 
The 2017 Emergency Medical Services Administrators’ Association of California (EMSAAC) 
Conference is scheduled for May 9 and 10, 2017.  This conference will be held at Loews 
Coronado Bay Resort in San Diego, California.  Registration material is available at the EMS 
Agency or webpage https://aws.passkey.com/go/EMSAAC2017 

 
7. NEXT MEETING:  April 19, 2017 

 
 8. ADJOURNMENT: Meeting adjourned at 1:28 p.m. 

https://aws.passkey.com/go/EMSAAC2017


DEPARTMENT OF HEALTH SERVICES 
COUNTY OF LOS ANGELES 
 (EMT, PARAMEDIC, MICN) 
SUBJECT: TRAUMA PATIENT DESTINATION REFERENCE NO. 504 
 

 
EFFECTIVE: 04-15-95 PAGE 1 OF 2 
REVISED: 03-01-2017 
SUPERSEDES: 11-01-16 

 
APPROVED: __________________________  ____________________________ 

     Director, EMS Agency      Medical Director, EMS Agency 

 
PURPOSE: To determine the appropriate trauma patient destination with regards to the 

trauma center’s catchment area. 
 
AUTHORITY: California Administrative Code, Title 22, Chapter 7 
 
DEFINITIONS: 
 
Trauma Catchment Area:  A geographical area surrounding a trauma center strictly defined by 
streets/freeways or other physical landmarks. 
 
Trauma Patient:  An injured patient that meets criteria and/or guidelines, or if in the provider’s 
and/or base hospital’s judgment it is in the patient’s best interest to be transported to a trauma 
center. 
 
PRINCIPLES: 
 

A. Trauma patients that meet criteria, guidelines, or judgment should be transported 
to the designated trauma center or the designated pediatric trauma center. 
 

B. Only the Department of Health Services may alter trauma catchment areas. 
 

C. Patients from incident locations within the strictly defined area shall be 
transported to the designated trauma center. 
 

D. To facilitate appropriate trauma team activation, direct contact with the 
anticipated receiving trauma center should be made whenever possible. 

 
POLICY: 
 
I. Responsibilities of the Paramedic: 
 

A. Maintain current knowledge of trauma centers’ catchment areas and which are 
pediatric trauma centers within their assigned area. 
 

B. Paramedics shall contact their designated receiving trauma center on all injured 
patients meeting trauma triage criteria and/or guidelines or if in the provider’s 
judgment it is in the patient’s best interest to be transported to a trauma center.  
When the receiving trauma center is not a base hospital (only applies to 
Children’s Hospital Los Angeles), paramedics shall contact their assigned base 
hospital. 
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SUBJECT: TRAUMA PATIENT DESTINATION REFERENCE NO. 504       
 

  
 PAGE 2 OF 2 
 

II. The following table identifies trauma centers and pediatric trauma centers: 
 

TRAUMA CENTERS PEDIATRIC TRAUMA CENTERS  

Antelope Valley Hospital  

California Hospital Medical Center  

Cedars-Sinai Medical Center X 

Children’s Hospital Los Angeles X 

Henry Mayo Newhall Memorial Hospital  

Huntington Memorial Hospital  

LAC Harbor/UCLA Medical Center X 

LAC + USC Medical Center X 

Long Beach Memorial Medical Center X 

Northridge Hospital Medical Center  X 

Pomona Valley Hospital Medical Center  

Providence Holy Cross Medical Center  

St. Francis Medical Center  

St. Mary Medical Center  

Ronald Reagan UCLA Medical Center X 

 
III. When the designated trauma center requests diversion to trauma, a trauma patient may 

be transported to: 
 

A. The most accessible open trauma center; or 
 

B. The designated trauma center, when the base hospital determines it is in the 
patient’s best interest, despite the temporary request for trauma diversion. 

 
IV. For multiple casualty incidents refer to Reference No. 519, Management of Multiple 

Casualty Incidents. 
 
CROSS REFERENCES: 
 
Prehospital Care Manual: 
Reference No. 501, Hospital Directory 
Reference No. 502, Patient Destination 
Reference No. 503, Guidelines for Hospitals Requesting Diversion of ALS Units 
Reference No. 506, Trauma Triage 
Reference No. 510, Pediatric Patient Destination 
Reference No. 515, Air Ambulance Trauma Transport 
Reference No. 519, Management of Multiple Casualty Incidents 





DEPARTMENT OF HEALTH SERVICES 
COUNTY OF LOS ANGELES 
 
SUBJECT: TRAUMA HOSPITAL REGIONAL QUALITY 
 IMPROVEMENT PROGRAM                                           REFERENCE NO. 616 

 
EFFECTIVE: 07-01-89  PAGE 1 OF 3 
REVISED: 04-01-17 
SUPERSEDES: 08-01-13 
 
APPROVED:  ________________________ _________________________ 
 Director, EMS Agency  Medical Director, EMS Agency 

 
PURPOSE: To provide the trauma hospitals with a means of evaluation to ensure compliance 

with optimum trauma care standards through a regionalized approach. 
 
AUTHORITY: Health & Safety Code, Division 2.5 
  California Code of Regulations, Title 22, Chapter 7, Section 100256 
  California Evidence Code, Section 1157.7 
  California Civil Code, Part 2.6, Section 56. 
 
PRINCIPLES: 
 

A. The proceedings of the Trauma Hospital Regional Quality Improvement 
Committees (R-QIC) shall be free from disclosure and discovery (Section 1157.7, 
California Evidence Code). 

 
POLICY: 
 
I. EMS Agency Responsibilities: 

 
A. Develop policies addressing quality improvement (QI) and system evaluation. 
 
B. Annual and periodic performance evaluation of the trauma system. 
 
C. Provide system-wide data reports and analysis of trauma issues to committees 

as requested. 
 
II. Trauma Hospitals Responsibilities: 
 

A. Implement and maintain a QI program approved by the EMS Agency that reflects 
the organization’s current QI process. 

 
B. Recommend measurable and well-defined standards of care for trauma patients 

to the Trauma Hospital Advisory Committee (THAC) QI Committee.  Monitor 
compliance with or adherence to these standards. 

 
C. Conduct multidisciplinary trauma peer review meetings. 
 
D. Participate in the trauma system-wide data registry. 
 
E. Participate in the Trauma Hospital Regional QI Program and monitor selected 

system audit filters on a quarterly basis. 
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SUBJECT: TRAUMA HOSPITAL REGIONAL QUALITY REFERENCE NO. 616 
 IMPROVEMENT PROGRAM 
  

PAGE 2 OF 3 
 

III. QI Regions: 
 

A. Individual trauma hospitals are assigned to one of following R-QICs: 
 
1. Region I – NORTH/EAST 

 
Antelope Valley Hospital 
Children’s Hospital Los Angeles 
Huntington Hospital 
LAC+USC Medical Center 
Pomona Valley Hospital Medical Center 

 
2. Region II – NORTH/WEST 

 
Cedars-Sinai Medical Center 
Henry Mayo Newhall Memorial Hospital 
Northridge Hospital Medical Center 
Providence Holy Cross Medical Center 
Ronald Reagan-UCLA Medical Center 

 
3. Region III – SOUTH 

 
California Hospital Medical Center 
Harbor/UCLA Medical Center 
Long Beach Memorial Medical Center 
St. Francis Medical Center 
St. Mary Medical Center 

 
B. Regional QI Committees shall be responsible for: 

 
1. Reviewing system-wide indicators approved by THAC. 

 
2. Reviewing issues affecting the internal QI activities of each member 

trauma hospital. 
 

3. Identifying regional issues for trending and/or improvement. 
 

4. Reporting summary of regional meetings to THAC-QI by a designated 
representative. 

 
C. Regional QI Committee membership shall include, at a minimum: 

 
1. Trauma Medical Director or designated trauma surgeon of each trauma 

hospital. 
 

2. Trauma Program Manager of each trauma hospital. 
 

3. EMS Agency Trauma System Program Manager. 
 

4. Other individuals whose presence is germane to the QA/QI process may 
be invited on an as needed basis. 



SUBJECT: TRAUMA HOSPITAL REGIONAL QUALITY REFERENCE NO. 616 
 IMPROVEMENT PROGRAM 
  

PAGE 3 OF 3 
 

 
D. Regional QI Committee Procedures: 

 
1. The R-QICs shall meet quarterly with additional meetings called as 

determined by the committee members. 
 

2. Meeting locations shall be determined by the members. 
 

3. Meeting notification to all members shall be the responsibility of the host 
trauma hospital. 
 

4. Each trauma hospital shall bring to the meeting a written report (using the 
THAC-QI approved audit filter form), provide a verbal report on the 
system-wide indicators approved by THAC, and any internal QA/QI 
activities. 
 

5. An official attendance roster form which refers to the Evidence Code 
1157.7 section regarding confidentiality, meeting minutes, tallies of all 
actions taken on each indicator, a description any regional issues(s) to be 
brought to the THAC-QI Committee, and audit filter forms for each 
meeting shall be maintained by the EMS Agency. 
 

6. Elect a physician and nurse to represent the region at the Trauma QI 
Subcommittee.  The term of office will be one year minimum. 

 
CROSS REFERENCES: 
 
Prehospital Care Manual: 
Ref. No. 614, Trauma System Quality Improvement Committee – Ad Hoc 
Ref. No. 615,  Trauma Quality Improvement Subcommittee – Trauma Hospital Advisory 
 Committee (THAC-QI) 
 



DEPARTMENT OF HEALTH SERVICES   
COUNTY OF LOS ANGELES 
 (EMT, PARAMEDIC, HOSPITAL) 
SUBJECT: MOBILE MEDICAL SYSTEM DEPLOYMENT  REFERENCE NO. 1140.1 

SUMMARY                  
  

EFFECTIVE: x-x-xx  PAGE 1 OF 4 
REVISED:   
SUPERSEDES:  
 
APPROVED:  _____________________    _________________________ 
                       Director, EMS Agency           Medical Director, EMS Agency 

PURPOSE 

To provide surge capacity when existing hospital resources are overwhelmed or incapacitated.   

DESCRIPTION 

The Mobile Medical System (MoMS) consists of the following equipment: 

1. Tractor/trailer facility; (2) 53 ft. tractor/trailers: 
a. (1) Treatment trailer: 11 exam beds (4 monitored); 2 monitored procedure room surgical beds.  

All beds have suction, oxygen, blood pressure cuff and otoscope/ophthalmoscope.   
b. (1) Support trailer: contains equipment used in treatment trailer (e.g., exam beds, portable 

digital x-ray, ramps, IV supplies, bandages, splints, PPE, O2 masks, etc.). 
2. Tent facility; (4) 32 ft. trailers each containing (1) 25 person tent facility: heating, AC, lighting,  

(2) O2 concentrators: 120 liters/min. each, empty medical supply carts, 30 bed central monitoring 
station, bedside commode. 
 
Note:  Each facility is self-contained and can be deployed independently of each other, either as a 
stand-alone facility or at an existing treatment site such as a hospital. 

FOOTPRINT 
 

Equipment Travel Mode Operational Mode 
 
Tractor/support trailer 

 
79 ft. long, 102” wide 

 
95 ft. long (ramp open) Weight = 65,000 lbs. 

 
Tractor/treatment trailer 

 
79 ft. long, 102” wide 

110 ft. long, 20 ft. wide (slide outs and patient  
ramp) Weight = 86,000 lbs. 

 
Tent facility with F350 truck 

 
50 ft. long 

 

(1) 25-person tent  125 ft. x 75 ft. (with 20 ft. buffer zone for access) 

(2) 100-person tent  60,000 sq. ft. (approx. size of a football field)  
May require stakes into asphalt. 

Full set-up (100 person tent with 
treatment and support trailer) 

  
70,000 sq. ft. 

 
ACCESSIBILITY 
 
Deployment site requirements: 

1. Must be accessible to large commercial vehicles. 
2. Overhang or bridge height must be greater than 14 ft. 6 in. 
3. Parking surface must be hard asphalt or concrete (no grass or bare earth foundations). 
4. Parked vehicles must be removed from area. 
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SUBJECT:   MOBILE MEDICAL SYSTEM DEPLOYMENT          REFERENCE NO. 1140.1 
 SUMMARY 

  PAGE 2 OF 4 

 

REQUESTING RESOURCES 

A resource request must be submitted to the DHS DOC EMS Agency to obtain the MoMS or any portion[RA1] 
thereof.  Within three (3) days of the MoMS site assessment, the requesting facility must sign an MOU with the 
County regarding deliverables, indemnification, and insurance[RA2].  A planned event deployment request must 
be submitted at least two months in advance of the event scheduled date.  The EMS Agency only provides 
logistical support for a MoMS deployment.  This includes a team for initial set-up with one specialist provided to 
monitor mechanical systems 24 hours/day during the operational period.  The requesting facility is responsible 
for providing the following: 

1. A list of required equipment [RA3](specify which components of MoMS are being requested). 
2. Medical and ancillary staff.  NecessaryRequired s staff that cannot be provided by the requesting facility 

may be obtained through a resource request.   

WRAP-AROUND SERVICES 

The requesting facility must provide or contract for the following resources and services: 

1. Fuel (diesel) – Treatment/support trailers have a capacity of 300 gallons diesel with a burn rate of 
six (6) gallons/hour; Tent generators (one per each 25-person tent) have a burn rate of 1.5 
gallons/hour. 

2. Water – Treatment trailer has 400 gallons of fresh water in the holding tank for hand washing; 
Support trailer has 100 gallons of fresh water in the holding tank for kitchen sink, restroom, and 
shower.  Fresh water tanks can be refilled using garden hose. 

3. Food service for patients and staff. 
4. Linen/housekeeping – MoMS provides 1,000 disposable blankets, sheets, pillows for the tent cots. 

Linen is not provided for the exam beds in the treatment trailer.   
5. Waste management – Grey water: Treatment trailer has a 200 gallon tank; Support trailer has a 40 

gallon tank; Black water: Treatment trailer has a 200 gallon tank; Support trailer has a  60a 60 
gallon tank.  Sharps and biohazards will be managed by requesting facility. 

6. Site security[RA4]. 
 

RESPONSE TIME FROM INITIAL RESOURCE REQUEST 

The MoMS is not an immediate response asset (e.g., an ambulance). 

Within 6 hours:  Upon receipt of a resource request to the DHS DOC, an “Advance Team” will be dispatched to 
assess the needs of the requesting facility and inspect the deployment location.  This team may consist of an 
administrator, physician, and a class “A” driver.  This assessment should take no longer than 2 hours, after 
which the team may identify issues that need to be addressed or requirements that must be in order for the 
MoMS to be deployed.  

Within 8 hours: The MoMS will be activated and deployed to identified location if  it has been determined to 
meet deployment site requirements (driving time to facility is additional). 

SET-UP TIME 

Treatment and Support trailers:  Two (2) hours with five (5) people. 

25-person tent:  12 hours with  fivewith five to six (5-6) people. 
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MOMS EQUIPMENT/SUPPLIES 

The MoMS will deploy with a limited amount of supplies and medical equipment.  The following are carried with 
the intent to support an initial start-up for an alternate care site: 

1. Monitors: (30) Welch Allyn central monitor station, (3) Philips Heartstart MRX monitor/defibrillators. 
2. IV pumps: (6) Hospira Plum A+ pumps with approximately 100 IV cartridges. 
3. Pharmaceuticals:   Local pharmaceutical cache (see Ref. 1106.1 of the Prehospital Care Policy 

Manual). 
4. Laboratory:  (3) i-STAT handheld bedside testing devices. 
5. Oxygen:  Treatment trailer: (7) H tanks, liquid oxygen capable; Tent facility: (2) O2 concentrators  

(120 L/min. each). 
6. X-ray:  (1) MinXray portable digital x-ray machine with developer. 
7. Ultrasound machine. 
8. Patient beds:  Treatment trailer (11 exam beds, 2 OR beds); tent facility (100) cots, (4) cribs,  

(14) gurneys. 
9. Suction:  Treatment trailer: (1) at each bedside; Tent facility: (20) Laerdal suction units. 
10. Miscellaneous:  Bandages, splints, IV start equip. with NS, O2 masks, suction, gloves, etc. 
11. Generators for heat and air conditioning. 

 
ELECTRICAL/POWER 

1. Treatment trailer – Self-contained, 100 kW diesel generator located on each Volvo tractor. 
2. Support trailer – Self-contained, 50 kW diesel generator on board. 
3. Tent facility – 25 kW portable diesel generator with each 25-person tent. 

COST AND REIMBURSEMENT 

1. Approximate cost of a complete MoMS trailer and tent facility deployment is 
$15,000/day. 
2. Reimbursement should be sought at the local level and will be pursued through 
State and Federal programs at the County level after all costs and disaster related 
expenses have been calculated and documented. 

1. Costs may be incurred for a disaster deployment or planned event and these costs may be 
passed on to the entity requesting the use of the MoMS on a case by case basis.  The cost will be 
based on the approved County fees for MoMS deployment. 

1. DHS DOC, in coordination with the County Office of Emergency Management, will seek 
Rreimbursement should be sought at the local level and will be pursued through State and Federal 
disaster reimbursement programs at the County level after all costs and disaster related expenses 
have been calculated and documented. 

2. Costs may be incurred for a disaster deployment or planned event and these costs may be passed 
on to the entity requesting the use of the MoMS on a case by case basis.  The cost will be based on 
the approved County fees for MoMS deployment. 

TERMS OF USE 

The requesting facility will operate and maintain the MoMS as if it is part of their existing system.  This includes 
organizational and functional areas such as scheduling workers, ordering supplies/equipment, running tests, 
and maintaining a clean and hazard free patient care environment. 
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The EMS Agency and requesting facility will have input with and provide coordination for the demobilization 
and recovery aspects early in the deployment planning process. 

If there are multiple requests for the MoMS unit, the EMS Agency will work through the EOC to prioritize the 
location of deployment. 

 

 

 

PROCEDURE 

1. Deployment within Los Angeles County:  contact EMS Agency through Medical Alert Center or 
ReddiNet. Deployment outside of Los Angeles County:  use resource request process specified in 
CDPH/EMSA EOM. 
a. Indicate current facility status and capability. 
b. Specify resource needs using an approved Resource Request form. 
c. Provide name, call back number, and location for advance team meeting. 
d. Any additional requests for resources during the operational period shall be made through the 

facility’s hospital command center (HCC) if within Los Angeles County, and through the 
MHOAC/RDMHC programs if outside of Los Angeles County. 
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Executive Summary 

Community paramedicine (CP), also known as 
mobile integrated health, is an innovative model of 
care that is being implemented throughout the 
United States. This model of care utilizes the unique 
abilities of paramedics and emergency medical 

services (EMS) systems to meet local health care 
needs through partnerships between EMS agencies 
and other health care providers. Community 
paramedicine also aligns with the triple aim of 
improving patient experience, improving community 
health status, and decreasing the cost of care. 
Community paramedics receive additional training 
beyond that required for paramedic licensure and 
provide care outside of their traditional role, which 
in California is restricted to responding to 911 calls, 
transporting patients to an acute care hospital 
emergency department (ED), and performing inter-
facility transfers.   

In 1972, California established the Health Workforce 
Pilot Project (HWPP) program (California Health 
and Safety Code Sections 128125-128195), a 
farsighted program administered by the California 
Office of Statewide Health Planning and 
Development (OSHPD) that waives scope of practice 
laws to test and evaluate new and innovative models 
of care. On November 14, 2014, OSHPD approved 
HWPP #173, a project sponsored by the California 
Emergency Medical Services Authority (EMSA), 
which encompasses 13 projects that are testing six 
community paramedicine concepts. (Appendix A 
shows a map of the sites.)  

• Post-Discharge Short-term Follow Up: Provide
short-term, home-based follow-up care to people
recently discharged from a hospital due to a chronic
condition (e.g., heart failure) to decrease hospital
readmissions within 30 days.

• Frequent EMS Users: Provide case management
services to frequent 911 callers and frequent
visitors to EDs to reduce their use of the EMS
system by connecting them with primary care,
behavioral health, housing, and social services.

• Directly Observed Therapy for Tuberculosis:
Collaborate with local public health department to
provide directly observed therapy to people with
tuberculosis (i.e., dispense medications and
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observe patients taking them to assure effective 
treatment) to prevent the spread of tuberculosis. 

• Hospice: In response to 911 calls, collaborate with 
hospice agency nurses, patients, and family 
members to treat patients in their homes, 
according to their wishes, instead of transporting 
the patient to an ED.

• Alternate Destination – Behavioral Health: In 
response to 911 calls, offer people who have 
behavioral health needs but no emergent medical 
needs transport to a mental health crisis center 
instead of an ED.

• Alternate Destination – Urgent Care: In response 
to 911 calls, offer people with low-acuity medical 
conditions transport to an urgent care center 
instead of an ED.

The HWPP regulations require organizations that 
sponsor pilot projects to retain an independent 
evaluator to assess trainee performance, patient 
acceptance, and cost effectiveness. A team of 
evaluators at the Philip R. Lee Institute for Health 
Policy Studies and the Healthforce Center (formerly 
the Center for the Health Professions) the University 
of California, San Francisco, serves as the 
independent evaluator for the HWPP #173. This 
report summarizes the evaluators’ findings for 12-16 
months of operation, depending on the time the 
projects first began enrolling patients (June to 
October 2015) through September 2016. . 

The HWPP regulations require organizations that 
sponsor pilot projects to retain an independent 
evaluator to assess trainee performance, patient 
acceptance, and cost effectiveness. A team of 
evaluators at the Philip R. Lee Institute for Health 
Policy Studies and the Healthforce Center (formerly 
the Center for the Health Professions) the University 
of California, San Francisco, serves as the 
independent evaluator for the HWPP #173. This 
report summarizes the evaluators’ findings for 12-16 
months of operation, depending on the time the 

projects first began enrolling patients (June to 
October 2015) through September 2016.  

Methods 

Information presented in this report was obtained 
from multiple sources:  
• Baseline data reported by the CP pilot sites on cost

and utilization of care among eligible persons prior
to the launch of the pilot projects.

• Data reported quarterly by the CP pilot sites on the
provision of patient care and care coordination and
the cost of providing CP services and ambulance
transports.

• Data from existing sources on the cost of ED visits
and inpatient hospital admissions, two important
indicators of the ability of the pilot projects to
generate savings for payers and other parts of the
health care system.

• Interviews with EMS agency leaders, project
managers, community paramedics, and
representatives of hospitals and other partner
agencies to provide context for the quantitative
data the projects reported.

• Conference calls with EMSA’s project manager for
the HWPP and the site-level project managers
regarding patient safety, challenges encountered
by the pilot projects, and their accomplishments.

Results 

Through September 2016, the 13 community 
paramedicine pilot projects enrolled a total of 1,462 
people. The post-discharge projects enrolled the 
largest number of people (922), and the tuberculosis 
project had the smallest number of enrollees (29). 
The majority of people enrolled in most pilot projects 
were non-Hispanic whites, except for San 
Bernardino’s post-discharge project and Ventura’s 
tuberculosis project, which had large proportions of 
Hispanic enrollees. Payer mix varied substantially 
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across projects and concepts. Across all sites and 
concepts, 43% of patients enrolled were Medicare 
beneficiaries, 28% were Medi-Cal beneficiaries, 14% 
had private health insurance, and 15% were 
uninsured. Medicare beneficiaries constituted the 
majority of patients enrolled in the post-discharge 
and hospice projects, whereas Medi-Cal beneficiaries 
accounted for over 80% of patients served by the 
alternate destination – behavioral health project and 
half of the patients enrolled in the tuberculosis 
project. 

Findings regarding the safety, effectiveness, and cost 
and savings associated with each community 
paramedicine concept are described below. Costs are 
those incurred by EMS agencies to operate 
community paramedic programs. Savings accrue to 
other parts of the health care system due to reduction 
in ambulance transports, ED visits, and hospital 
admissions. Most of these savings accrue to payers, 
primarily Medicare and Medi-Cal, but savings also 
accrue to hospitals and health systems that have 
capitated (i.e., “full risk”) contracts, have high rates 
of readmissions, and/or provide uncompensated 
care. None of the projects realized savings for EMS 
transport providers, because they operate on a fee-
for-service basis and are reimbursed only for 
transport. These agencies had to provide in-kind 
contributions of resources and labor to operate the 
pilot projects. 

Post-Discharge Short-term Follow-up Projects 
• Hospital readmissions within 30 days of discharge

decreased for all sites and diagnoses except for
heart failure patients enrolled in one project that
provided less intensive services than other post-
discharge projects.

• Community paramedics identified 129 patients
(14%) who misunderstood how to take their
medications or had duplicate medications and
were at risk for adverse effects. Community
paramedics explained to patients how to take their
medications and identified incidences where they
were given duplicate prescriptions. They also
assisted patients in obtaining refills, if needed.

• Four of the five post-discharge projects achieved
cost savings for payers, primarily Medicare and
Medi-Cal, due to reductions in inpatient
readmissions within 30 days of discharge.
Participating hospitals realized additional savings
by lowering their risk of being penalized by
Medicare for having excess readmissions. The fifth
project reduced 30-day readmissions but the
reduction was too small to offset the cost of
operating the project.

Frequent EMS User Projects 
• These projects achieved reductions in numbers of

911 calls, ambulance transports, and ED visits
among enrolled patients.

• Community paramedics assisted patients in
obtaining housing and other nonemergency
services that met the physical, psychological, and
social needs that led to their frequent EMS use.

• Both the projects achieved cost savings for payers
but only one realized sufficient savings to offset the
cost of operating the program. These projects also
decreased the amount of uncompensated care
furnished by ambulance providers and hospitals
because 35% of enrolled patients were uninsured.

Directly Observed Therapy for Tuberculosis Project 
• Community paramedics dispensed appropriate

doses of tuberculosis (TB) medications and
monitored side effects and symptoms that could
necessitate a change in treatment regimen.

• Persons with TB who received directly observed
therapy (DOT) from community paramedics were
more likely to receive all doses of TB medication
prescribed by the TB clinic physician than patients
who received DOT from the TB clinic’s community
health workers. Receiving all doses prescribed by
the TB clinic physician increases the likelihood that
a patient will be cured and will not spread TB to
others or develop a drug-resistant strain of TB that
would be more difficult to treat and to control in
the community.

Evaluation of California's Community Paramedicine Pilot Project 
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• No additional cost to the health care system
because community paramedics who provide DOT
at the pilot site did so while already on duty to
respond to traditional 911 calls.

Hospice Project 
• Community paramedics mainly provided hospice

patients and their families with psychosocial
support and administered medications from the
hospice patients’ “comfort care” packs when
necessary, in consultation with a hospice nurse.

• The hospice project enhanced the EMS and
hospice agencies’ ability to honor patients’ wishes
to receive care at home by reducing rates of
ambulance transports to an ED from 80% to 36%.

• The project also achieved savings for Medicare and
other payers by reducing unnecessary ambulance
transports, ED visits, and hospitalizations.

Alternate Destination – Behavioral Health Care Project 
• Paramedics performed medical screening of

patients to determine whether they could be safely
transported directly to a mental health crisis
center.

• Ninety-five percent of patients were evaluated at
the behavioral health crisis center without the
delay of a preliminary emergency department visit.
Only 5% of patients required subsequent transfer
to the ED, and there were no adverse outcomes.
After refining the field medical evaluation
protocols, the rate of transfer to an ED fell to zero.

• The project yielded savings for payers, primarily
Medi-Cal, because screening behavioral health
patients in the field for medical needs and
transporting them directly to the mental health
crisis center obviated the need for an ED visit with
subsequent transfer from an ED to a behavioral
health facility. For uninsured persons, the amount
of uncompensated care provided by ambulance
providers and hospitals also decreased.

• Enhanced community safety because it reduced the
amount of time that law enforcement devotes to
behavioral health calls.

Alternate Destination – Urgent Care Projects 
• More data are needed to make firm conclusions

about the alternate destination – medical care
projects due to the limited number of patients
enrolled and the number of patients rerouted or
transferred to an ED.

• Among the limited number of patients who were
enrolled, paramedics were able to identify patients
for whom transport to an urgent care center was an
appropriate option.

• No patients experienced an adverse outcome,
although two patients were transferred to an ED
following admission to an urgent care center and
nine patients were rerouted to an ED because the
urgent care center declined to accept the patient.

• To operate safely and efficiently, these projects
need to closely match field screening protocols
with the capabilities of urgent care centers and the
illnesses and injuries they are willing to treat.

• The projects yielded modest savings because
insurers pay less for treatment provided in urgent
care centers than in EDs for the same illnesses and
injuries.

Conclusion 

The community paramedicine pilot projects have 
demonstrated that specially trained paramedics can 
provide services beyond their traditional and current 
statutory scope of practice in California. These 
projects are improving patients’ well-being, 
improving the integration and efficiency of health 
services in the community, and decreasing health 
care costs by reducing ambulance transports, ED 
visits, and hospital readmissions. The majority of 
savings achieved by these pilot projects accrue to 
Medicare and hospitals serving Medicare patients 
because Medicare beneficiaries accounted for the 
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largest share of persons enrolled in the pilot projects 
(43%). Savings also accrue to the Medi-Cal program 
and providers that serve Medi-Cal beneficiaries 
because Medi-Cal beneficiaries constitute 28% of 
enrollees. In addition, the pilot projects provide new 
options to persons who call 911 that enable them to 
obtain the care they need more efficiently and in the 
settings they prefer.  

Findings from the evaluation indicate that 
Californians benefit from these innovative models of 
health care that leverage an existing workforce that 
operates at all times under medical control, either 
directly or by protocols developed by physicians 
experienced in EMS and emergency care. These 
projects were designed to integrate with existing 
health care resources and utilize the unique skills of 
paramedics and their availability 24 hours per day, 7 
days per week. No adverse outcome is attributable to 
any of these pilot projects. No other health 
professionals were displaced; in fact, these pilot 
projects demonstrated that community paramedicine 
programs can collaborate with physicians, nurses, 
behavioral health professionals, and social workers 
to fill gaps in the health and social services safety net. 

At least 33 states are operating community 
paramedicine programs, and research conducted to 
date indicates that they are improving the efficiency 
and effectiveness of the health care system. Findings 
from this research suggest that the benefits of CP 
programs grow as they mature, solidify partnerships, 
and find their optimal structure and niche within a 
community. The evaluation of HWPP #173 yields 
consistent findings for five of the six community 
paramedicine concepts tested: post-discharge, 
frequent 911 users, DOT for TB, hospice, and 
alternate destination – behavioral health. Projects 
testing these five concepts have fulfilled the criteria 
for a successful HWPP. They have improved patients’ 
well-being and, in most cases, have yielded savings 
for payers and other parts of the health care system. 
The sixth concept, alternate destination – medical 
care, shows potential but further research involving a 
larger volume of patients is needed to draw definitive 
conclusions.  

If community paramedicine is enabled on a broader 
scale, California’s current EMS system design is well-
suited to utilize the results of these pilot programs to 
optimize the design and implementation of proposed 
programs and assure patient safety. The two-tiered 
system of local control with state oversight and 
regulation enables cities and counties to tailor 
community paramedicine programs to meet local 
needs while both local and state oversight and 
regulation ensure patient safety. 
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INTRODUCTION 

The US health care “system” often functions less like 
a system and more like a disjointed collection of 
entities. When people need care, they are often left to 
their own devices to navigate a complex array of 
providers that often do not communicate with one 
another. Navigating this system is especially 
challenging for persons who have multiple chronic 
conditions or who have mental health conditions or 
substance use disorders that affect their ability to 
manage their health. As a consequence, our 
emergency departments (EDs) are often 
overburdened by people who seek care in EDs that 
could be provided more effectively and more 
efficiently in other settings, or who need extra 
support to navigate the health care system and 
manage their health care needs. Overcrowding in 
EDs leads to delays in transfer of patients from 
Emergency Medical Services (EMS) personnel to ED 
personnel which can sometimes last as long as two to 
four hours in some urban areas of California.1 These 
delays increase the cost of EMS services because 
EMS agencies must utilize more personnel and 
equipment to respond to 911 calls in a timely 
manner.  

Community paramedicine (CP), also known as 
mobile integrated health (MIH-CP) is an innovative 
model of care that seeks to improve the effectiveness 
and efficiency of health care delivery by using 
specially trained paramedics in partnership with 
other health care providers to address identified 
patient needs in local health care systems. 
Community paramedics receive additional training 
beyond that required for licensure and provide care 
beyond their traditional role, which in California is 
restricted to responding to 911 calls with transport to 
EDs or with inter-facility transfers.2 They are 
supervised by physicians and nurses who work for 
their EMS agencies and the health care and 
community agencies with which their EMS agencies 
partner. According to a survey conducted by the 
National Association of Emergency Medical 
Technicians, by 2014 more than 100 EMS agencies in 

33 states and the District of Columbia had 
implemented one or more MIH-CP initiatives.3 

The ability of EMS agencies to implement 
community paramedicine initiatives depends on 
their state’s scope of practice laws. Some states have 
broad scope of practice laws that give state regulators 
or local EMS agencies substantial discretion to 
determine what services paramedics provide and 
where they provide them. Other states’ scope of 
practice laws are narrower. In California, the sections 
of the Health and Safety Code that govern paramedic 
scope of practice (HSC §§ 1797.52, 1797.218) specify 
the limited emergency settings where paramedics 
can provide services and the settings to which they 
can transport patients.  

In 1972, California established the Health Workforce 
Pilot Project (HWPP) program (HSC §§ 128125-
128195), which was originally called the Health 
Manpower Pilot Projects program. This farsighted 
program, administered by the California Office of 
Statewide Health Planning and Development 
(OSHPD), enables health care organizations to test 
and evaluate innovative models of care that utilize 
health professionals in new roles. Health 
professionals participating in an HWPP can provide 
services outside of their standard scope of practice in 
accordance with protocols for training and care 
delivery that are approved by OSHPD. Since 1972, 
OSHPD has approved 123 HWPPs, 117 of which were 
implemented. Seventy-seven HWPPs have resulted 
in changes in law or regulation. 4 On December 19, 
2013, the California Emergency Medical Services 
Authority (EMSA) submitted an application to 
OSHPD for an HWPP to evaluate community 
paramedicine. OSHPD approved HWPP #173 on 
November 14, 2014, for one year and renewed 
approval for additional one-year periods in 2015 and 
2016. 

The HWPP regulations require organizations that 
sponsor pilot projects to retain an independent 
evaluator to assess trainee performance, patient 
acceptance, and cost effectiveness. A team of 
evaluators at the Philip R. Lee Institute for Health 




